Introduction
Although rates of home visiting by general practitioners have declined over the past 30 years, home visiting remains an important feature of British general practice and is one of the factors that distinguishes primary care in Britain from primary care in many other Western countries.`15 Even though rates of consultation in patients' homes are much lower than rates of consultations in the surgery, home visits (both in and out of routine surgery hours) take up a significant amount of general practitioners' time and are still a major component of the workload of general practitioners.6 With a few exceptions,2 4 most previous studies ofhome visiting by general practitioners have used data from only one practice. Because of the large variations between practices in many activities, findings from one practice are difficult to generalise to other practices. 5 7 Another limitation of previous work on home visiting by general practitioners is the different definitions of home visits. The fourth national survey of morbidity in general practice collected data on consultations in 60 general practices and used a standardised definition of home visits. The recent availability of data from this survey allowed us to investigate the association between home visiting rates and patient characteristics such as age, sex, social class, and ethnicity; to determine the diseases and conditions for which general practitioners carried out home visits; and to examine the variation in home visiting rates among practices.
Methods
The data for this study came from the fourth national survey of morbidity in general practice, which was carried out between September 1991 and August 1992. 8 The main objective of the survey was to describe the pattern of disease seen by general practitioners by the age, sex, socioeconomic status, and ethnic status of the patient. The survey covered a 1% sample of the population of England and Wales (502 493 patients; 468 042 person years at risk) registered with 60 practices that volunteered to take part in the survey. The sample was representative of the population of England and Wales for most social characteristics, but there was some underrepresentation of ethnic minority groups and people living alone. A validation study carried out at the end of the survey showed that 96% of contacts with a doctor in the surgery and 95% of contacts in patients' homes were reported, and that 93% of diagnoses were correctly recorded. Socioeconomic information was collected on 83% of the patients in the sample. For this study, we used data from the morbidity survey on home visits (defined as face to face contacts with a doctor that took place in the patient's home, whether in normal surgery hours or out of hours). For each visit, the general practitioner's diagnosis was coded using the ninth revision of the international classification of diseases (ICD-9). During home visits in which the patient presented with more than one problem, the general practitioner recorded more than one diagnosis; hence the number of diagnoses is greater than the number of home visits. Because not all patients were registered with a practice for the whole year of the study, rates are expressed per 1000 patient years at risk. Where appropriate, age and sex standardised home visiting ratios, calculated using indirect standardisation,' are presented. The average ratio for all patients in the study is 100. Confidence intervals for the standardised ratios were calculated using the method described by Morris and tioners. There was a J shaped relation between age and home visiting rates (fig 1) . The home visiting rate decreased from 477/1000 in children aged 0-4 years to 103/1000 in people aged 16-24 years, increasing to 3009/1000 in people aged 85 years and over, a nearly 30-fold difference. Rates were higher in females than in males in every age group except children aged 0-4 years. Of the 502 493 patients in the study, 62 938 (12.5%) were visited at least once at home by a general practitioner during the 12 month duration of the study, and of those who were visited, 60% (37 827/62 938) required only one home visit. Patients who required frequent home visits (five or more home visits during the study) were most likely to be aged 65 years or over. There were also a few children who required more than five home visits (fig 2) . In total, 1.3% (6502/502 493) of all patients in the study required five or more visits and received 39% (54 546/139 801) of all visits. A very small percentage of all patients (0.3%, 1659/502 493) required 10 or more home visits and received nearly 17% (23 853/139 801) of all home visits made during the study.
There was a social class gradient in home visiting rates, with age and sex standardised home visiting ratios highest among people in social class V and lowest in people in social class I (table 1). Overall, there was a nearly twofold difference in home visiting ratios between these two social classes. Home visiting ratios were highest in people from Pakistani and African ethnic groups and lowest in people from Chinese ethnic groups. Home visiting ratios were also higher in people who lived in urban areas than those who lived in rural areas.
Diseases of the respiratory system (ICD-9 chapter VIII) was the commonest category of diagnosis made during home visits (table 2) . This category of diagnosis Our study provides an interesting insight into home visiting by general practitioners, an area that is still an important aspect of general practice in the United Kingdom. The highest home visiting rates were seen in elderly people. Some of the visits to elderly patients will have arisen from the requirement (introduced in the 1990 general practitioner contract) to offer patients aged over 75 years a home visit. Just over 1% of the patients in the morbidity survey accounted for nearly 40% of all home visits. If the high visiting rate in these patients is the result of a greater need or greater demand for care, then a small increase in the number of such patients in any one practice would lead to a disproportionate increase in the home visiting rate for the practice. Conversely, practices with a below average number of these high demand patients could expect to have below average home visiting rates. However, not all home visits arise from patient demand and some visits will have been initiated by the general practitioner (for example, visits to patients who are chronically ill or to infirm elderly patients).
SOCIAL CLASS AND ETHNIC DIFFERENCES
There was a clear social class gradient in home visiting ratios, with a nearly twofold difference in age and sex standardised home visiting ratios between people in social class I and social class V. Presumably, the high visiting rate in people in social class V is due to a combination of factors: increased morbidity, poorer access to a car, and differing expectations of the services supplied by their general practitioners."6 The differences in home visiting rates between social classes were much larger than those seen in studies that looked at differences in overall consultation rates between different social classes.'7 There were also large differences in home visiting ratios between ethnic groups, but because patients from ethnic minorities were concentrated in a few practices, differences between ethnic groups are difficult to separate from differences between practices. The finding of large differences between ethnic groups supports calls for more refined measures of ethnicity to be used in health services and epidemiological research. ' 8 Surprisingly, home visiting ratios were slightly higher in urban areas than in rural areas, but the association between area of residence and home visiting ratios may be confounded by social class.
DIAGNOSES MADE DURING HOME VISITS
The commonest category of diagnosis was "diseases of the respiratory system." This ICD-9 chapter includes diagnoses such as upper respiratory tract infections, pneumonia, asthma, and chronic bronchitis. In older patients "diseases of the circulatory system" was also an important diagnostic category; this ICD-9 chapter includes diagnoses such as ischaemic heart disease and heart failure. In about 1 % of home visits, the diagnosis fell into the category of "symptoms, signs, and ill defined conditions," reflecting the diverse nature of the problems seen in general practice and the fact that patients often present to general practitioners with self limiting conditions for which no diagnosis is ever made. There was a smaller spread of diagnoses in children than in other age groups, with the top five diagnostic groups accounting for 86% of diagnoses in children. In patients aged 65 years and over, the top five diagnostic categories accounted for only 58% of the diagnoses (table 2) . Children who are visited at home tend to present with acute, self limiting conditions, whereas older patients present with a more diverse range of chronic conditions. DIFFERENCES AMONG PRACTICES Even after adjustment for age and sex, there was still a nearly eightfold variation in home visiting ratios among practices. This wide variation among practices, not only in home visiting but also in other areas of practice activity such as night visiting,7 cervical smear uptake,'9 and prescribing,20 makes findings from one practice difficult to generalise to other practices. The advantage of large multipractice studies such as the fourth national survey ofmorbidity in general practice is that they can partially overcome this limitation and provide findings that can be generalised more widely.
Key messages * Home visiting is an important feature of British general practice and is one of the factors that distinguish primary care in Britain from primary care in many other Western countries * Annual home visiting rates declined by 27% between 1981-2 and 1991-2, from 411/1000 patient years to 299/1000, suggesting that general practitioners are altering the way in which they provide care to provide less care in patients' homes; however, home visits were responsible for 10% of all contacts with general practitioners * Home visiting rates showed a J shaped relation with age and, after standardisation for age and sex, were twice as high in people from social class V as in people from social class I * There was a nearly eightfold variation in age and sex standardised home visiting ratios among the 60 general practices in this study, and just over 1% of patients registered with general practitioners received nearly 40% of all home visits * Further investigation of both patients and practices with high home visiting rates may help to explain the large differences in workload among general practices and also help in the allocation of resources to practices Because large, multipractice studies can help us to understand how patient and general practice factors influence the need, demand, and utilisation of health services, they may also help in the development of methods of improving the management and provision of primary care services. Although home visiting rates continue to decline, home visiting remains an important aspect of general practice in the United Kingdom and is an area that would benefit from additional research. Patients who require many home visits may also have a higher demand for drugs and hospital care, and this research may therefore also help in the allocation of budgets for prescribing and fundholding. (Accepted 17May 1996) A PATIENT WHO CHANGED MY LIFE Adult survivors of child sexual abuse
The year was 1988. Pamela-not her real name-had just had her first baby, a beautiful healthy little girl. From being vivacious and happy Pamela became morose and tearful. There was no doubt that she had developed postnatal depression. In the days that followed it became apparent that there were underlying fears and anxieties that I had not uncovered. These centred around mistrust and sexual concerns. For the first time I asked the patient if she had been sexually abused as a child. To my surprise she shared with me her long history, in which her father had abused her sexually over many years. The disclosure was accompanied by expressions of relief.
A few months later, at her request, I was invited to attend a meeting of the Dunfermline Incest Survivor's Project, a group set up by a small core of social workers and survivors. Involvement with teaching over the years had given me a grounding in the analysis of the consultation. A familiarity with the ideas of Balint and Lesser made me confident in my consulting style. Could there be any new areas that were not being addressed? Searching the literature I found that the problem of child sexual abuse was much more common than I had ever realised. The results were astounding. Every week several more patients shared their awful secret with me in the consultation. In most cases this was the first time that they had been able to talk about their abuse. The relief was obvious, and the consultation was strengthened by a new element of trust and understanding. For many patients the heartache seemed to melt away as they found a new responsibility for themselves. Problems 
